reliance of the welfare system in Britain, on the notion of a deserving poor, has become increasingly explicit in recent Government Policy, and can be seen in the development of the Social Fund, and changes in Unemployment Benefit regulations. These changes are aimed at targeting the most dependent members of society. In NE Thames 'dowries' or 'revenue transfers' are directly attached to long-stay or 'continuing care beds' which become available to the receiving Health Authority when they accept a patient and the 'continuing care' bed is closed'". Thus a long-stay resident of either Friern or Claybury is targeted as being in need of special support. The positive side of de-institutionalization is that we are, hopefully, removing the stigma and dependence that were associated with the old asylums. However, as the category of 'long-stay patient' disappears we are also in danger of taking away the possibility that through this official sanctioning of people with chronic illness they may continue to be distinguished as the deserving poor.
Community care has evolved into an essentially organizational response which may be seen as avoiding consideration of social and psychological issues. The movement toward asylum care in the 19th century did, apparently, involve a considerable shift in attitude towards the insane, which mirrored wider changes in society", Such a further, fundamental shift is not discernible now. The big questions concerning the nature of society; what we mean by mental illness; and how we respond to 'deviant behaviour' are not openly addressed. Modern ideas of rehabilitation are not fundamentally different from those of the 19th century reformers. Both placed emphasis on the ability of the individual to change ('curative individualism' as Busfield has termed it) and to become closer to the professionals' idea of normality, through the therapeutic activity of the immediate environment. Given that there are also parallels with 19th century institutionalization perceptible in terms of the forces operating to subvert the therapeutic ideals it will perhaps not be surprising if we continue to see the same problems of neglect affecting the mentally ill, just as the Reformers' movement did in the last century. The college of 800 boys and 50 girls epitomises the affiuent side of Crowthorne, its imposing mid-19th century architecture intimating both its connections with the Royal Military Academy Sandhurst nearby, and its inception primarily as a monument to the 'Iron Duke'. My GP was the school doctor and consequently my daily routine began at 8 am each morning in the school sanitorium. On a given morning we would see between 15 and 25 pupils and up to five inpatients. The cases varied from the ubiquitous 'skiver' to those with upper respiratory tract infections (the scourge of general practice!), from the asthmatic to the putupon and the bullied (one boy received two peri-orbital haematomas while I was there, his only obvious crime was that of being distinguishable from the rest of the boys because he was unusually handsome, a crime someone evidently tried to 'correct'); but by far the most common was the sports injury. An only average case list would serve as a fine testimony in an anti-rugby debate. These varied from the inevitable mild bruising to the person whose knee had been repeatedly operated on, and in spite of medical advice, played upon, and which eventually gave way to conclusively prevent him from playing. His experience brought back memories of the boy from my own school who was paralysed from the waist down, and reminded me why I disliked rugby so much.
D W Jones D Tomlinson J Anderson
My initial experiences of general practice at Wellington seemed to confirm my prejudiced opinion that much of it was a complicated mixture of the selfinflicted, the self-indulgent, the trivial and the irritating. This rather rash and ill-informed judgement appeared to be resoundingly vindicated by the very first consultation of the first morning surgery that I sat in on, when one middle-class mother brought her 9-year-old daughter to the surgery for only the most minor of sore throats (although in all fairness she had been advised previously to consult early if such an infection presented itself again).
I was therefore quite unprepared for what was to follow in the next 2 weeks. I had never before fully appreciated the privileged status that the family doctor has with respect to his intimate knowledge of and his degree of access to the homes, the family circumstances and the very intimate lives of his patients. The complexity, the diversity and the seriousness of many of the illnesses with which the patients presented took me completely by surprise. I was also struck by the way in which normally abstract and complicated moral and ethical issues are dealt with by the general practitioner on an almost day-to-day basis. These issues include the termination of pregnancy, sexual intercourse below the legal age and the limitation of access of parents to their children in cases of suspected or alleged child abuse.
The contrasts between consecutive consultations are stark. The terminal patient follows the upper respiratory tract infection, the woman in her 20th week of pregnancy with signs of threatened abortion and whose chances of miscarriage are very high precedes the mild headache in the businessman who works too hard. This is precisely where the skill and challenge of general practice reside. Failure to perform this vital role adequately would obviously Journal of the Royal Society of Medicine Volume 84 May 1991 255 have very serious implications for the patient while unneeded referral would waste the valuable time and resources of the hospitals.
Undoubtedly what affected me most were the many demonstrations of the courage, of the love, of the stoicism, and of the sheer bloody-mindedness that the human spirit is capable of displaying in the face of overwhelming odds and insurmountable adversity, often in the form of diseases which must ultimately be fatal.
Fred was the first patient I visited with the district nurse attached to the practice. When Fred does not expect visitors, he does not dress. There is no point. He does not class the nurses who tend him as visitors. His brain tumour had been operated on months earlier, unsuccessfully, and he was now paralysed from the waist down, still living at home with the care provided by the district and ancillary nurses, and the home helps. The district nurse visited him twice a week to wash him and to open his bowels with a suppository preparation, prior to a visit to a local community centre for the afternoon. Fred is fully aware that he will be dead by the summer, if he lasts that long, and yet he is still determined that he will try to surprise medical opinion by perhaps surviving for a few weeks or months longer. Fred's case is 'simple'; he is 'stubborn and always has been' to use his own words, and he's damned if he will give in without a really good fight.
The second was Charles. He has multiple sclerosis which has left him currently with completely paralysed legs and body, and only the most feeble movement in his arms. He has had sufficient length of time with his disabilities to be completely relaxed about recounting his life story, and the onset and progression of his insidious illness, to a complete stranger whilst totally naked and sporting an indwelling catheter -as he is bathed and his bowels emptied.
I found the strength of these people awe-inspiring. Like Kurtz in Conrad's 'Heart ofDarkness' they were able to confront their certain fate, death, with their eyes wide open, fully aware of the consequences and in control of their emotions and yet not bend, not be bowed. But it was not simply the horrifying sequelae of the debilitating irrevocable disease processes which they had to endure, but the mores of the public, you and I, which have meant that Charles has been visited by only one of his friends since he finally became housebound. And the reason for this -the English disease, the embarrassment at not knowing what to say, or possibly even, heaven forbid, saying the 'wrong thing'.
Meanwhile a home visit with the ancillary nurse gave me a frank demonstration of the meaning oflove. Love can make a 67-year-old woman sleep in the same bed as her doubly-incontinent husband who has been blind for 2 years, and to devote every hour of her waking day caring for his every need. It is difficult to single out a particular case of stoicism from the many I witnessed, although one does remain indelibly ingrained in my memory: I can vividly recall the expression of repressed pain on the face of the 39-year-old man with lung cancer and numerous metastases whose severe pain remained uncontrolled despite massive 4-hourly doses of morphine.
It was impossible not to notice the extreme differences between the quality of care offered to the elderly purely depending on their financial status.
This was strikingly conveyed to me on the last night of my attachment with my GP when he was on call. The first call was to a private nursing home, which more nearly resembled a three star hotel, where an unfortunate lady had stumbled and received a minor cut. The call had been in part to keep the records straight in case of litigation.
The second call was to a rest home at the lower end of the market, and I hope the lowest that is legally allowed to exist. The home stank. The wall paper peeled and the floor tiles in the kitchen where the staff prepared food (and were standing smoking when we arrived) were lifting. Worse than the stench was the sense of neglect that pervaded the atmosphere. We were confronted by a man who had been refusing food for 3 days, whose abdomen was grossly distended, whose pulse was weak and thready, whose blood pressure was low, who was dyspnoeic and obviously unwell. While my GP was downstairs writing a brief history for an emergency admission to hospital the man died, having vomited a small amount of blood. Ironically (or perhaps 'perversely' would be more suitable) the man's last wish was granted as he did not want to be admitted to the local hospital since they 'had treated him badly last time'.
The third and final call of my last night in Crowthorne occurred 15 minutes later, while the GP was still breaking the sad news to the relatives. We were called to the home of an elderly couple with a probable collapse. When we arrived we were directed to the upstairs bedroom where we found the lady on the floor, in exactly the same position beside the bed where minutes before she had beckoned and then fallen into the arms of her husband with the simple final words of 'Oh Jack'; simple, and yet they had meant so much more than I could ever adequately convey. Her husband knew she had a weak heart but was devastated and in a state of shock nevertheless. It transpired subsequently that only earlier that day they had spoken about the death of the other, and had concluded that if one went then it was the other's sole wish to follow quickly, so that they could be together again wherever they went.
This crescendo of events formed my last night in Crowthorne and meant that it was a very emotionally demanding one for me. It also served as a swift and painful initiation into the matters of life and death, of dignity and of quality of life that Gerard Manley Hopkins knew as 'those deep down things' central to the practice of all branches of medicine, which doctors experience and feel very deeply about, yet rarely discuss. But my last night also served to highlight the extremes of which general practice is capable, contrasting enormously with my very first night on call when another rare occurrence meant that we received not one single call.
I realized the extent to which the general practitioner can provide continuity of care when we visited the fourth generation of one family who originally arrived in Crowthorne as travelling people and who settled there almost 30 years ago. It is his whole-hearted participation in community life varying from playing in the local orchestra, to fundraising for local charities and participating in the local debate over proposed development plans for Crowthorne, that gives the local GP such a trusted position in the community, and accordingly allows him to do his job so well.
The fact that he is an integral part of the community and therefore subject to the same everyday mishaps as everyone else was never better demonstrated than when I was there: my GP had his car both stolen and recovered, albeit somewhat damaged, in the space ofone weekend!
A D Urquhart
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